Introduction
Aneurysms of the posterior communicating artery (PcomA) located distal to the junction of the internal carotid artery or proximal to that of the posterior cerebral artery (PCA) are true PcomA aneurysms. Such aneurysms are very rare, with a frequency of approximately 0-3.3% in large aneurysm se ries. 3,s,7,"o,"4"5'21,22,24 Thirteen true PcomA aneurysms have been reported. 1, 5, 8, 9, 11, 12, 16, [18] [19] [20] [21] 24) We describe two true PcomA aneurysms including the first reported traumatic type, and discuss the etiology.
Case Reports
Case 1: A 27-year-old female experienced sudden onset of severe headache and was transferred to our hospital with suspected subarachnoid hemorrhage on February 3, 1987. On admission, she was drowsy and complained of headache. Neurological examina tion revealed no abnormal findings other than nuchal rigidity. Computed tomographic (CT) scans confirm ed subarachnoid hemorrhage. Angiograms disclosed an aneurysm located at the branch of the anterior choroidal artery from the PcomA (Fig. 1) .
The aneurysm was successfully clipped with a Ya~argil 692 clip. A well-developed PcomA was ob served (Fig. 2) . The postoperative course was uneventful. CT scans 2 weeks later showed infarction in the territory of the PCA. He regained consciousness 4 weeks later. CT scans on September 27, 1990 demonstrated a high-density mass in the parasellar region, diagnosed as a true PcomA aneurysm by angiography (Fig.  3) . The aneurysm was located where the PcomA penetrated Liliquest's membrane. The aneurysm had a broad neck and adhered to the tentorial edge intraoperatively (Fig. 4 ). There were no perforating vessels branching from the periphery of the aneu rysm. And the oculomotor nerve was located under the aneurysm. The aneurysm was clipped with a Ya~argil 752 clip, and resected. Histological exami nation showed findings consistent with a true aneu rysm. An organized thrombus was present within the aneurysmal lumen, and hematoma was absent Fourteen patients had a saccular aneurysm and one a fusiform aneurysm. The aneurysm was located at the infundibular dilata tion of the PcomA or distal to the internal carotid artery in nine cases (Cases 1, 2, 4, 6, (8) (9) (10) 12, 13) , at the center of the PcomA in five (Cases 3, 7, 11, 14, 15) , and proximal to the PCA in one (Case 5). Eleven saccular aneurysms were unrelated to ar terial branching. The PcomAs were normal or di lated 6) in all cases. All saccular aneurysms except one were treated by clipping and the fusiform aneurysm by trapping.
The postoperative course was favor able in 13 cases.
Anterior choroidal artery originating from the PcomA occurs in only 0-6.7% of humans. 2,4,13," Only one aneurysm (Case 7) other than our Case 1 located where the anterior choroidal artery branches from the PcomA has been reported. These aneurysms may develop at the arterial bifurcation sec ondary to increased hemodynamic stress and a fragile arterial wall. Our Case 2 is considered to be a true and traumatic type. Possibly, the PcomA was damaged by rubbing against the tentorial edge or Liliquest's membrane, based on the subarachnoid hemorrhage and cerebral infarction in the PCA territory after head injury. A true aneurysm may be caused by disruption of the muscularis, intima, and internal elastica.23) However, many traumatic aneurysms are false aneurysms. Only one aneurysm with a broad neck located at the center of the PcomA unassociated with arterial branching has been reported (Case 3). However, it was not associated with head trauma.
In fact, no traumatic aneurysm of the PcomA has previously been described. 
